Numerous studies find that U.S.-born Hispanics differ significantly from non-Hispanic whites on important measures of human capital, including health. Nevertheless, almost all studies rely on subjective measures of ethnic self-identification to identify immigrants' U.S.-born descendants. This can lead to bias due to "ethnic attrition," which occurs whenever a U.S.-born descendant of a Hispanic immigrant fails to self-identify as Hispanic. This paper shows that Mexican American ethnic attritors are generally more likely to display health outcomes closer to those of non-Hispanic whites. This biases conventional estimates of Mexican American health away from suggesting patterns of assimilation and convergence with non-Hispanic whites.
1
A fundamental issue in the long-running debate over immigration policy is the criticism that Hispanics are poorly assimilated. These views are supported by numerous studies which show that Hispanics often differ significantly from non-Hispanic whites on measures of human capital such as education (Smith 2003) and health (Antecol and Bedard 2006) . Nevertheless, almost all studies rely on subjective measures of ethnic self-identification to identify immigrants' U.S.-born descendants. This can lead to bias due to "ethnic attrition," which occurs whenever a U.S.-born descendant of a Hispanic immigrant fails to self-identify as Hispanic. Duncan and Trejo (2011) show that since ethnic attritors are positively selected on socioeconomic status, conventional estimates of educational progress for Mexican Americans are biased downward. In this paper we investigate whether ethnic attrition can also account for some of the perceived health gaps between ethnic groups. To focus the analysis, we restrict attention to the experience of Mexicans in particular, the single largest immigrant group in the U.S., and identify ethnic attritors as individuals with at least one parent who identifies as Mexican/Mexican American, but who is not himself identified as Mexican/Mexican American. The results from comparing health outcomes across groups indicate that Mexican American ethnic attritors are generally more likely to display health outcomes closer to those of non-Hispanic whites compared with individuals who identify as Mexican Americans. This suggests that conventional estimates of Mexican American health relying solely on measures of self-identification are likely to be biased away from suggesting patterns of assimilation and convergence with non-Hispanic whites.
The remainder of this paper proceeds as follows. Section I describes the data used in the analysis, Section II presents the results comparing health outcomes of self-identified Mexicans, ethnic attritors, and non-Hispanic whites, and Section III concludes.
I. DATA
The data we use come from the 2000-2014 waves of the National Health Interview Survey (NHIS), the major source of detailed data on a broad range of health outcomes and related characteristics of the U.S. population. Since the NHIS does not have direct information on country of birth outside the U.S., we restrict our sample to children, ages 0-17, living with both of their parents, so that we may connect ethnic self-identification of parents with their children. 4 To compare our findings with others in the literature, we also report the results from a binary indicator for poor self-rated health (SRH), the results of a question asking whether the respondent considers the sampled child's health to be poor or fair, as compared with good, very good, or excellent. We follow the literature in defining this "poor health" indicator to be equal to 1 if the sampled individual is reported to be in poor or fair health. While some may be concerned about the subjective nature of self-rated health, an extensive literature suggests that SRH captures an important dimension of health, even beyond other measures (Idler and Benyamini 1997) .
Although the NHIS has several survey modules that relate to children's health, not all health questions are asked of all children in the sample. In particular, detailed information on health outcomes is only collected in the "child sample" survey which consists of one randomly selected child from each household. Further, information on weight and height to construct the obesity measure used here are only collected for children between the ages of 12 and 17 in more recent waves of the survey. Finally, we note that since our analysis focuses on children, and the NHIS requires respondents to be household members who are at least 18 years of age, none of the 3 Low birth weight is classified as having birth weight below 2,500 g. Obese children have a body mass index (BMI) greater than or equal to the sex-and age-specific 95 th percentile from the 2000 CDC Growth Chart. 4 The list of health conditions include: autism, Asperger's, down syndrome, cerebral palsy, muscular dystrophy, cystic fibrosis, sickle cell anemia, diabetes, arthritis, congenital heart disease, other heart condition, asthma, hay fever, respiratory allergy, food/digestive allergy, eczema/skin allergy, frequent diarrhea/colitis, anemia, ear infections, seizure, frequent headaches/migraines, stutter/stammer, trouble seeing, and an impairment/health problem that limited their ability to run/walk/play. An activity limitation is a limitation in activity due to a chronic health condition, related to the following list of health conditions: vision/problem seeing, hearing problem, speech problem, asthma/breathing problem, birth defect, injury, intellectual disability, other developmental problem (e.g., cerebral palsy), other mental, emotional, or behavioral problem, bone, joint, or muscle problem, epilepsy or seizures, learning disability, attention deficit/hyperactivity disorder (ADD/ADHD), or other impairment problem. individuals in our sample are responding for themselves. While this may raise questions about whether child ethnic self-identification is truly captured by the survey, we argue that it is likely that parents or close relatives are responding for children and there is a high correlation between how children view themselves and how they are viewed by the survey respondent. In any case, at a minimum, our estimate of ethnic attrition is likely to be an underestimate of the degree of ethnic attrition we might expect if we solicited this information from the children sampled in later years when they have separated from their parents and formed their own households.
[ 5 This result is strongly consistent with analysis of ethnic attrition rates and intermarriage rates from the Current Population Survey where ethnic identification can be defined using measures of birthplace (Antman, Duncan and Trejo 2015) . This suggests that the ethnic attrition measure we construct here relying on self-identification of parents is broadly consistent with measures relying on birthplace or ancestry.
generation children (2 percent) and 2 nd generation children (10 percent), it is understandable that ethnic attrition is far higher for children at the 3 rd + generation. This is shown at the bottom of the 
III. CONCLUSION
This paper has investigated the differences in health outcomes across groups of Mexican ethnic attritors, non-attritors, and non-Hispanic whites. The evidence suggests that ethnic attritors display health outcomes closer to non-Hispanic whites and away from individuals that identify as Mexican. These results are strongly consistent with further work using additional data sources containing information on parent's and grandparent's place of birth to identify ethnic attrition (Antman, Duncan, and Trejo 2015) . As implied by the results here, explicit estimates of the bias introduced by ethnic attrition indicate that conventional estimates of Mexican American health are likely to be biased away from suggesting patterns of assimilation and convergence with nonHispanic whites. rd + generation children who themselves and both parents are non-Hispanic white only. Individuals with poor health are those whose self-reported health status is fair or poor on a five point scale. Low birth weight is less than 2,500g. Obese children have a body mass index (BMI) greater than or equal to the sex-and age-specific 95th percentile from the 2000 CDC Growth Chart. A child with a "health condition" reported one or more health conditions. An activity limitation is a limitation in activity due to a chronic health condition. Controls include child's gender, child's integer age fixed effects, mother's and father's age (quadratic), mother and father's education fixed effects, region fixed effects, and year fixed effects.
